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Abstract
Extracorporeal shockwave lithotripsy (ESWL) was introduced in 1980 as the preferred 
tool by the urologist for the treatment of renal stones and or upper ureteral stones. ESWL 
is minimally invasive procedures, exposes patients to fewer anesthesias, and has equiva‐
lent stone‐free rates comparable to open surgery and endourology interventions for the 
treatment of renal stones. Urolithiasis is not the only application for extracorporeal shock 
waves but there are also other applications for it. Extracorporeal shock wave is used for 
the treatment of gall bladder stones, common bile duct stone clearance, pancreatic cal‐
culi, salivary stones, erectile dysfunction, and refractory angina pectoris chronic wound 
healing. This chapter gives full review about ESWL as minimally invasive procedures 
in the following items: (i) ESWL l in treatment of gall stones; (ii) ESWL for common bile 
duct (CBD) stones; (iii) ESWL for pancreatic stones associated with pancreatic pseudo 
cysts and chronic pancreatitis; (iv) ESWL in the treatment of salivary stones; (v) ESWL 
in the treatment of erectile dysfunction (ED); (vi) Cardiac shock wave therapy (ESWL) in 
treatment of refractory angina (RA); (vii) ESWL and chronic wound healing; (viii) Recent 
trends in extracorporeal shockwave lithotripsy (ESWL); (ix) Post ESWL complementary 
therapy; and (x) The future of ESWL in the year 2038.
Keywords: extracorporeal shock wave therapy (ESWT), extracorporeal shock wave lithotripsy 
(ESWL), gall stones, biliary stones, lithiasis, pancreatic stones, chronic pancreatitis, salivary 
stones, cardiac shock wave therapy (CSWT), erectile dysfunction, chronic wounds, healing, 
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1. Introduction
Shock waves are single high amplitude sound waves produced by electrohydraulic, piezoelec‐
tric or electromagnetic methods that are transmitted into tissues with sudden rise from low 
pressure to its highest pressure at wave front followed by lower tensile amplitude [1]. The 
international society for medical shock wave treatment [2] defines shock waves as sonic pulse 
characterized by high peak pressure (500 bar), short life cycle (10 ms), fast pressure rise (<10 ns) 
and a wide frequency spectrum. The shock waves are condensed at a zone of highest energy 
concentration in the targeted area within the treated tissues. The most important effects of shock 
waves are reflection with pressure and tension powers at levels of different resistance and the 
production of cavitation bubbles in liquids. These bubbles collapse and produce local shear 
forces by high velocity liquid streams (so‐called jet stream) [1, 3, 4]. The introduction of ESWL 
during the early 1980s markedly changed the management of urinary tract stones, and during 
the last two decades, the development of new techniques of ESWL has changed completely the 
way of treatment of patients with renal stones [5]. ESWL was first successfully used in children 
in 1986 [6], and now, it is the first‐line treatment of pediatric renal stones [7, 8]. Urolithiasis is 
not the only application for extracorporeal shock waves, but there are also other applications for 
it. Extracorporeal shock wave is used for the treatment of gall bladder stones [9], common bile 
duct stone clearance [10], pancreatic calculi [11, 12], salivary stones [13, 14], erectile dysfunction 
[15, 16], refractory angina pectoris [17, 18], and chronic wound healing [19, 20].
2. ESWL in treatment of gallstones
When ESWL was first used for gall stone lithotripsy, it was combined with bile acid ther‐
apy, which was only effective against non‐calcified cholesterol stones. That is the reason why 
ESWL was only used against these types of stones [9]. However, some recent studies have 
proven that ESWL combined with bile acid therapy showed no significant improvement in 
gall stone clearance in comparison to ESWL alone [21, 22].
2.1. Efficiency of ESWL in comparison with cholecystectomy (CC)
Being minimally invasive, ESWL was preferred by patients and doctors to be used for gall 
stone clearance in contrast to surgery. However, cholecystectomy has proven less recurrence 
rates for gall stone development than ESWL [9].
On the other hand, a randomized, prospective study by Nicholl et al. [23] stated that both 
ESWL and CC groups had similar results regarding the 1‐year health status following treat‐
ment. Moreover, the ESWL group health status was improved within 2 weeks in contrast to 
that of CC group that was improved in 5 weeks.
2.2. Future of ESWL in gall stones treatment
The lack of sufficient studies for the optimal application of ESWL in patients with gall stones 
hindered the Food and Drug Administration (FDA) approval for its use for gall stone lithotripsy. 
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However, this did not prevent several medical centers in Europe and Asia to use it for gall stone 
treatment on a constant rate [9].
3. ESWL for common bile duct (CBD) stones
Several studies reported the use of extracorporeal shockwave lithotripsy for common bile 
duct stones. As an instance, Tandan and Reddy [10] applied a certain protocol using ESWL for 
large CBD stones in their institute (Asian Institute of Gastroenterology, India). This protocol 
stated the start with endoscopic retrograde cholangiopancreatography (ERCP) as an initial 
procedure with placement of a nasobiliary tube to opacity the calculi to bath them in saline 
and to facilitate their targeting. This was followed by ESWL till the calculi were fragmented to 
a diameter less than 5 cm. Finally, ERCP is performed using a balloon or a basket to clear the 
CBD, and stenting was done only if indicated.
ESWL was indicated in all cases with large CBD stones with failure of their extraction by 
using the routine techniques; sphincterotomy followed by basket or balloon traw [10].
Tandan and Reddy reported some complications following the use of ESWL, including skin 
ecchymosis, pain at the site of administration, abdominal pain, occasional fever and hemato‐
bilia [10].
These complications can be reduced using a third‐generation lithotripter with more accurate 
targeting and reduced patients’ movements [24, 25].
4. ESWL for pancreatic stones associated with pancreatic pseudo cysts 
and chronic pancreatitis
A prospective study, by Li et al. [11], was performed on chronic pancreatitis patients with 
at least one stone in the main pancreatic duct of less than 5 mm in diameter. A total of 849 
patients were divided into two groups: the case group was 59 patients with pancreatic stones 
and pancreatic pseudocysts (PPC) and the control group was 790 patients with pancreatic 
stones only. Following 116 ESWL sessions, 10.17% of patients in the PPC group showed com‐
plete stone clearance. Partial stone clearance occurred in 15.25% of patients. When ESWL 
was followed by ERCP, these percentages were raised to 67.24 and 20.69%, respectively. The 
authors concluded that ESWL—when followed by ERCP—was a successful strategy for lysis 
of pancreatic stones and regression of pancreatic pseudo cysts.
On the contrary, a retrospective study done by Vaysse et al. [12] has found that ESWL—
as a sole treatment—was proven a safe and effective treatment for patients with obstruct‐
ing stones in the main pancreatic duct. There was no need for adjuvant ERCP that showed 
no additional benefit. It was done on 146 patients with pancreatic duct stones resulting 
in chronic or recurrent acute pancreatitis. Only 132 patients continued to follow‐up at 6‐
month period. About 69% of patients received adjuvant ERCP. At the end of 6 months, 76% 
of patients achieved successful treatment in the form of no need for analgesia, no acute 
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pancreatitis or no need for surgical treatment for chronic pancreatitis. There were no signifi‐
cant differences in success rates between patients who received ESWL alone and those who 
received adjuvant ERCP.
5. ESWL in the treatment of salivary stones
ESWL sources used for salivary stones lithotripsy are either the electromagnetic source or 
the piezoelectric source. The electromagnetic shock wave source is more commonly used 
for being minimally invasive without need for anesthesia, so it can be done as an outpatient 
practice [26, 27]. Capaccio et al. [13] have done a prospective study on 415 patients on two 
groups in two time periods. Both groups received ESWL via an electromagnetic device that 
was preceded by ultrasonography (US) for localizing the stones. Follow‐up was done using 
ultrasonography at 1 week, then at 1, 3, 6 and 12 months after ESWL application. Complete 
stone clearance percentages were generally higher in patients with parotid duct stones 
(group A: 69.3% and group B:68.8%) than in those with submandibular duct stones (group 
A: 35.9% and group B: 48.8%). However, with US follow‐up, some residual submandibular 
and parotid dust stones were observed. Post‐ESWL procedures to remove the symptom‐
atic residual stones included sialendoscopy or transoral removal of stones. This proved that 
ESWL achieves good results for salivary stones especially parotid duct stones with small 
diameters.
In another retrospective study by Schmitz et al. [14], 31% of patients reached total stone clear‐
ance, and in 55% of patients, the treatment was partially successful with asymptomatic resid‐
ual stone identified using US. Failure of treatment occurred in 14% of cases.
In spite of being non‐invasive efficient alternative to surgery in management of sialadeni‐
tis, ESWL is contraindicated in the following cases: acute sialadenitis, gingivitis, pregnancy, 
bleeding disorders and calculi that cannot be detected using US. Relative contraindications 
include patients with cardiovascular diseases or artificial pace makers [13, 14].
6. ESWT in the treatment of erectile dysfunction (ED)
Several trials studied the efficacy of ESWT in the treatment of ED. Clavijo et al published a 
systematic review and meta‐analysis of seven randomized clinical trials with 602 patients 
with vascular ED [15]. The seven studies used low‐intensity shockwave therapy (Li‐ESWT) 
for ED and used the erectile function domain of the International Index of Erectile Function 
(IIEF‐EF) to assess the response to treatment. The IIEF‐EF is a validated questionnaire that 
includes six questions about erectile frequency, firmness, penetration ability, frequency of 
maintenance, ability to maintain erection and erectile confidence on a scale of zero to five [28]. 
The difference in IIEF‐EF score pooled change was measured in patients with ED treated with 
Li‐ESWT and compared to that measured in patients treated with sham therapy. The IIEF‐EF 
score in ESWL group was 6.40 points compared to the sham group which was 1.65 [15].
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Another systematic review and meta‐analysis by Fojecki et al. [16] included four studies that 
also used IIEF questionnaire, in addition to erectile hardness scale (EHS) to assess the success 
of treatment. One study of the four also examined the penile hemodialysis as an indicator 
for erectile dysfunction [29]. All of them compared ESWT to sham therapy. Three out of the 
four studies showed positive effect of ESWT on EHS scale compared to sham group. Only 
one study reported negative effect of ESWT on both EHS scale and IIEF score [30]. Hence, 
the effect of ESWT on ED is still inconclusive, although according to EHS scale, it is proven to 
have some potential in the treatment of ED [16].
7. Cardiac shock wave therapy (CSWT) in treatment of refractory  
angina (RA)
Cardiac shock wave therapy (CSWT)—which is also known as extracorporeal shockwave 
myocardial revascularization (ESMR)—represents a recent option for the treatment of refrac‐
tory angina [17, 18]. Alunni et al. [17] performed a prospective case‐control study over 
6 months. They studied the efficacy of ESMR on cardiac perfusion in 72 patients with refrac‐
tory angina (RA), 43 patients in the ESMR group and 29 in the control group (did not receive 
ESMR). They were compared at baseline and 6 months following ESMR therapy as regarding 
angina class score (CCS class score), the need for nitroglycerin consumption and the rate of 
hospitalization. Significant improvement in the patients’ conditions occurred. Angina class 
score (CCS) improved in the ESMR group with an average of 1.33 versus 1.92 in the control 
group. Nitroglycerin consumption was lowered (20% in ESMR group versus 44.8% in control 
group) as well as the significant reduction in the rates of hospitalization (13.9% in the ESMR 
group versus 37.9% in the control group).
Vainer et al. [18] also applied cardiac shockwave therapy on the ischemic myocardial areas of 
33 patients with end‐stage coronary artery disease, chronic angina and reversible ischemia on 
myocardial scintigraphy. Patients were followed up after 1 and 4 months from the last CSWT 
session and assessed using CCS class score, their need for nitrate consumption, cardiac mag‐
netic resonance imaging and myocardial scintigraphy. Follow‐up showed an improvement 
in CCS score to drop from class III to class II, reduction in sublingual nitrate consumption 
from 10 times to twice per week, and myocardial scintigraphy showed improved myocardial 
perfusion. In conclusion, CSWT has proven to be an efficient non‐invasive therapeutic option 
for patients with refractory angina.
8. ESWT and chronic wound healing
A recent systematic review done by Omar et al. [19] included 11 studies about the role of 
ESWT in the treatment of chronic wounds of lower limbs. A total of 925 patients were enrolled. 
About 85% of them received ESWT, and 15% represented the control group. Chronic wounds 
included diabetic foot ulcers (39.6%), traumatic wounds (20.3%), venous leg ulcers (12%) and 
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others as pressure ulcers, acute burns, arterial leg ulcers, disturbed wound healing and surgi‐
cal wounds. Several parameters were used to assess the rate and quality of wound healing. 
They include time to healing, reduction of wound surface area and tissue viability using laser 
Doppler perfusion imaging to measure the blood flow perfusion rate.
One of the included studies was done by the same author [20] as a single‐blinded randomized 
controlled trial on the effect of ESWT in the treatment of chronic diabetic foot ulcers. They 
used almost the same parameters in measuring the rate of ulcers healing in addition to wound 
bed preparation. Standardized wound care was given, including wound debridement, blood‐
glucose control agents and special footwear to minimize the pressure. 20 weeks following the 
last ESWT session, 54% of ESWT group had completely healed ulcers versus 28.5% in the con‐
trol group. There was significant reduction in the healing time with an average of 664.5 days 
in ESWT group versus 81.17 days in the control group.
The complications reported included pain, itching, infection, pigmentation and skin irrita‐
tion. However, these complications were self‐limiting and resolved in 5–7 days [19]. That is 
the reason why ESWT is recommended as an adjunctive therapy alongside with the standard 
wound care program [19, 20].
9. Recent trends in extracorporeal shockwave lithotripsy (ESWL)
The large number of patient treated by SWL in the past 25 years gives an important informa‐
tion about indications, contraindications, adverse effects of the procedures and the required 
development to improve the techniques of SWL for better treatment and less side effects [31]. 
Krambeck et al. [32] found that HTN incidence was significantly correlated with bilateral pro‐
cedures done by using a Dornier HM3 lithotripter, while DM was correlated with shock wave 
number and frequency. The author postulate that occurrence of DM and HTN may be due to 
unobserved microtrauma on the pancreas and the kidney. Chew et al. [33] compared the inci‐
dence of DM and HTN in patient treated with an unmodified lithotripter HM3 (USWL) and 
second‐generation modified HM3 lithotripter (MSWL); they found that there was no association 
between lithotripter and development of either DM or HTN in multivariate analysis and they 
suggest that the prevalence of DM and HTN in patient with renal stones is due to the presence 
of metabolic syndrome. Where there is increasing evidence, the patient with renal stones get 
HTN and DM and vice versa through this syndrome. Lee et al. [34] introduced that SWL treat‐
ment at frequency of 60 shocks/min gave better outcome compared with SWL at 120 shocks/
min. On the other hand, pretreatment did not impact renal injury. Salem et al. compared slow 
and fast shock wave frequency, delivery rates in disintegrating pediatric renal stones smaller 
than 20 mm and the impact on stone clearance. Terms of comparison include treatment suc‐
cess, anesthesia time, secondary procedures, cost and efficiency quotient. They found that slow 
delivery rate of SWL has better stone clearance results than fast delivery rate [5]. Mazzucchi 
et al. [35] found no significant differences in the stone‐free rate and complications develop‐
ment by reducing the total number of impulses from 4000 to 3000 and the frequency from 
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90 to 60 impulses/min. Vakalopoulos [36] developed a mathematical model to predict ESWL 
outcomes where predictive equations can be generated for different lithotripters. Wiesenthal et 
al. [37] developed a remarkable nomogram to predict the outcomes of renal and ureteral stone 
SWL treatment dependent on patient and stone factors. The risk of SWL failure is significantly 
related to increase radio density both in vivo and in vitro; cysteine, calcium oxalate, monohy‐
drate and brushite stones are less liable to be treated by SWL [38, 39]. Salem et al. [40] conducted 
a prospective randomized trial over 200 patients comparing the SWL and semi rigid ureteros‐
copy for management of proximal ureteral calculi. He found that URS has higher free stone 
rate than SWL but more adverse effects so SWL should be the first‐line treatment for proximal 
ureteral calculi of size < 1 cm. The introduction of second‐ and third‐generation lithotripter not 
improves the stone‐free rate or decreases the number of operations needed, but they have less 
anesthesia and minimal tissue injury [41, 42].
10. Post‐ESWL complementary therapy
Micali and coworkers [43, 44] found the use of Phyllanthus niruri (a plant belonging to the 
euphorbiaceae family used in Brazilian folk medicine by patients with urolithiasis) with SWL 
lower calyx stone expulsion.
Also Micali [45] and Zheng et al. [46] found that the use of nifedipine and tamsulosin, both 
associated with ketoprofen after SWL of ureteral stones, increases stone‐free rate for proximal 
and middle ureter (85.7% vs 51.7%) and distal ureter (82.1% vs 57.1%).
11. The future of ESWL in the year 2038
Understanding all effects of ESWL will lead to reliable production of <2 mm as sized reduc‐
tion of the stones instead of fragmentation. This will result in a sawing back to non‐touch 
shock wave lithotripter due to better shock wave generators with larger focal zones, respira‐
tory regulated hit control based on color duplex ultrasound and computer‐assisted shock 
wave navigation adapted to the individual anatomy. All will lead to increasing the quality of 
stone disintegration with almost complete pulverization of the stone, and these techniques 
can be applying without anesthesia producing no side effects [47].
Author details
Noha Maraie, Omar Mohammed Osman and Hosni Khairy Salem*
*Address all correspondence to: dr_hosni@yahoo.com
Faculty of Medicine, Cairo University, Cairo, Egypt
Extracorporeal Shock Wave Therapy: Non‐Urological Indications and Recent Trends
http://dx.doi.org/10.5772/intechopen.69482
115
References
[1] Gerdesmeyer L, Maier M, Haake M, Schmitz C. Physical‐technical principles of extracor‐
poreal shockwave therapy (ESWT). Der Orthopade. Jul 2002;31(7):610‐617
[2] (www.ismst.com)
[3] .Delius M, Ueberle F, Eisenmenger W. Extracorporeal shock waves act by shock wave‐
gas bubble interaction. Ultrasound in Medicine & Biology. Sep 1998 30;24(7):1055‐1059
[4] Zelle BA, Gollwitzer H, Zlowodzki M, Bühren V. Extracorporeal shock wave therapy: 
current evidence. Journal of Orthopaedic Trauma. 1st Mar 2010;24:S66‐S70
[5] Salem HK, Fathy H, ElFayoumy H, Aly H, Ghonium A, Mohsen MA, Hegazy AE. Slow 
vs rapid delivery rate shock wave lithotripsy for pediatric renal urolithiasis: A prospec‐
tive randomized study. The Journal of Urology. 31 May 2014;191(5):1370‐1374
[6] Newman DM, Coury T, Lingeman JE, Mertz JH, Mosbaugh PG, Steele RE, Knapp PM. 
Extracorporeal shock wave lithotripsy experience in children. The Journal of Urology. 
Jul 1986;136(1 Pt 2):238‐240
[7] Muslumanoglu AY, Tefekli A, Sarilar O, Binbay M, Altunrende F, Ozkuvanci U. Extracor‐
poreal shock wave lithotripsy as first line treatment alternative for urinary tract stones in 
children: A large scale retrospective analysis. The Journal of Urology. Dec 31 2003;170(6): 
2405‐2408
[8] Weir MJ, Tariq N, D’A. Honey RJ. Shockwave frequency affects fragmentation in a kid‐
ney stone model. Journal of Endourology. Sep 2000;1;14(7):547‐550
[9] Mulagha E, Fromm H. Extracorporeal shock wave lithotripsy of gallstones revisited: 
Current status and future promises. Journal of Gastroenterology and Hepatology. Mar 
10 2000;15(3):239‐243
[10] Tandan M, Reddy DN. Extracorporeal shock wave lithotripsy for pancreatic and large 
common bile duct stones. World Journal of Gastroenterology. Oct 21 2011;17(39): 
4365‐4371
[11] BR Li, Liao Z, TT Du, B Ye, H Chen, JT Ji, ZH Zheng, JF Hao, SB Ning, D Wang, JH 
Lin. Extracorporeal shock wave lithotripsy is a safe and effective treatment for pancre‐
atic stones coexisting with pancreatic pseudocysts. Gastrointestinal endoscopy. 31 Jul 
2016;84(1):69‐78
[12] Vaysse T, Boytchev I, Antoni G, Croix DS, Choury AD, Laurent V, Pelletier G, Buffet 
C, Bou‐Farah R, Carbonnel F. Efficacy and safety of extracorporeal shock wave litho‐
tripsy for chronic pancreatitis. Scandinavian Journal of Gastroenterology. 1 Nov 
2016;51(11):1380‐1385
[13] Capaccio P, Torretta S, Pignataro L. Extracorporeal lithotripsy techniques for salivary 
stones. Otolaryngologic Clinics of North America. 31 Dec 2009;42(6):1139‐1159
Updates and Advances in Nephrolithiasis - Pathophysiology, Genetics, and Treatment Modalities116
[14] Schmitz S, Zengel P, Alvir I, Andratschke M, Berghaus A, Lang S. Long‐term evaluation 
of extracorporeal shock wave lithotripsy in the treatment of salivary stones. The Journal 
of Laryngology & Otology. 2008;122(01):65‐71
[15] Clavijo RI, Kohn TP, Kohn JR, Ramasamy R. Effects of low‐intensity extracorporeal 
shockwave therapy on erectile dysfunction: A systematic review and meta‐analysis. The 
Journal of Sexual Medicine. 13 Dec 2016
[16] Fojecki GL, Tiessen S, Osther PJ. Extracorporeal shock wave therapy (ESWT) in urology: 
A systematic review of outcome in Peyronie’s disease, erectile dysfunction and chronic 
pelvic pain. World Journal of Urology. 1 Jan 2017;35(1):1‐9
[17] Alunni G, Marra S, Meynet I, D’amico M, Elisa P, Fanelli A, Molinaro S, Garrone P, 
Deberardinis A, Campana M, Lerman A. The beneficial effect of extracorporeal shock‐
wave myocardial revascularization in patients with refractory angina. Cardiovascular 
Revascularization Medicine. 28 Feb 2015;16(1):6‐11
[18] Vainer J, Habets JH, Schalla S, Lousberg AH, Pont CD, Vöö SA, Brans BT, Hoorntje JC, 
Waltenberger J. Cardiac shockwave therapy in patients with chronic refractory angina 
pectoris. Netherlands Heart Journal. 1 May 2016;24(5):343‐349
[19] Omar MT, Gwada RF, Shaheen AA, Saggini R. Extracorporeal shockwave therapy for 
the treatment of chronic wound of lower extremity: Current perspective and systematic 
review. International Wound Journal. 1 Feb 2017
[20] Omar MT, Alghadir A, Al‐Wahhabi KK, Al‐Askar AB. Efficacy of shock wave therapy 
on chronic diabetic foot ulcer: A single‐blinded randomized controlled clinical trial. 
Diabetes Research and Clinical Practice. 31 Dec 2014;106(3):548‐554
[21] Tsuchiya Y, Ishihara F, Kajiyama G et al. Repeated piezoelectric lithotripsy for gallstones 
with and without ursodeoxycholic acid dissolution: A multicenter study. Journal of 
Gastroenterology. 1995;30:768‐774
[22] The East‐Danish gallstone study group. Bile acid therapy versus placebo before and after 
extracorporeal shock wave lithotripsy of gallbladder stones. Alimentary Pharmacology 
& Therapeutics. 1996;10:651‐657
[23] Nicholl JP, Brazier JE, Milner PC et al. Randomised controlled trial of cost‐effectiveness 
of lithotripsy and open cholecystectomy as treatment for gallbladder stones. Lancet. 
1992;340:801‐807
[24] Tandan M, Reddy DN, Santosh D, Reddy V, Koppuju V, Lakhtakia S, Gupta R, 
Ramchandani M, Rao GV. Extracorporeal shock wave lithotripsy of large difficult com‐
mon bile duct stones: Efficacy and analysis of factors that favor stone fragmentation. 
Journal of Gastroenterology and Hepatology 2009;24:1370‐1374
[25] Tandan M, Reddy DN, Santosh D, Vinod K, Ramchandani M, Rajesh G, Rama K, 
Lakhtakia S, Banerjee R, Pratap N, Venkat Rao G. Extracorporeal shock wave lithotripsy 
and endotherapy for pancreatic calculi—a large single center experience. Indian Journal 
of Gastroenterology. 2010;29:143‐148
Extracorporeal Shock Wave Therapy: Non‐Urological Indications and Recent Trends
http://dx.doi.org/10.5772/intechopen.69482
117
[26] Chaussy C, Brendel W, Schmiedt E. Extracorporeally induced destruction of kidney 
stones by shock waves. Lancet. 1980;2(8207):1265‐1268
[27] Ell C, Kerzel W, Schneider HT. et al. Piezoelectric lithotripsy: Stone disintegration and 
follow‐up results in patients with symptomatic gallbladder stones. Gastroenterology. 
1990;99(5):1439‐1444
[28] Rosen RC, Riley A, Wagner G. et al. The international index of erectile function (IIEF): A 
multidimensional scale for assessment of erectile dysfunction. Urology. 1997;49:822‐830
[29] Vardi Y, Appel B, Kilchevsky A, Gruenwald I (2012) Does low intensity extracorpo‐
real shock wave therapy have a physiological effect on erectile function? Short‐term 
results of a randomized, double‐blind, sham controlled study. The Journal of Urology. 
187(5):1769‐1775
[30] Yee CH, Chan ES, Hou SS, Ng CF. Extracorporeal shock–wave therapy in the treatment 
of erectile dysfunction: A prospective, randomized, double‐blinded, placebo controlled 
study. International Journal of Urology. 2014;21(10):1041‐1045
[31] Rosa M, Usai P, Miano R, Kim FJ, Agrò EF, Bove P, Micali S. Recent finding and new 
technologies in nephrolithiasis: A review of the recent literature. BMC Urology. 16 Feb 
2013;13(1):10
[32] Krambeck AE, Gettman MT, Rohlinger AL, Lohse CM, Patterson DE, Segura JW. 
Diabetes mellitus and hypertension associated with shock wave lithotripsy of renal 
and proximal ureteral stones at 19 years of followup. The Journal of Urology. 31 May 
2006;175(5):1742‐1747
[33] Chew BH, Zavaglia B, Sutton C, Masson RK, Chan SH, Hamidizadeh R, Lee JK, Arsovska 
O, Rowley VA, Zwirewich C, Afshar K. Twenty‐year prevalence of diabetes mellitus 
and hypertension in patients receiving shock‐wave lithotripsy for urolithiasis. BJU 
International. 1 Feb 2012;109(3):444‐449
[34] Lee JY, Moon YT. Evaluation of the optimal frequency of and pretreatment with shock 
waves in patients with renal stones. Korean Journal of Urology. 1 Nov 2011;52(11):776‐781
[35] Mazzucchi E, Brito AH, Danilovic A, Ebaid GX, Chedid Neto E, Azevedo JR, Srougi M. 
Comparison between two shock wave regimens using frequencies of 60 and 90 impulses 
per minute for urinary stones. Clinics. 2010;65(10):961‐965
[36] Vakalopoulos I. Development of a mathematical model to predict extracorporeal shock‐
wave lithotripsy outcome. Journal of Endourology. 1 Jun 2009;23(6):891‐897
[37] Wiesenthal JD, Ghiculete D, Ray AA, Honey RJ, Pace KT. A clinical nomogram to pre‐
dict the successful shock wave lithotripsy of renal and ureteral calculi. The Journal of 
Urology. 31 Aug 2011;186(2):556‐562
[38] Leykamm L, Tiselius HG. Observations on intrarenal geometry of the lower‐caliceal 
system in relation to clearance of stone fragments after extracorporeal shockwave litho‐
tripsy. Journal of Endourology. 1 Apr 2007;21(4):386‐392
Updates and Advances in Nephrolithiasis - Pathophysiology, Genetics, and Treatment Modalities118
[39] Ribeiro da Silva SF, Leite da Silva S, De Francesco Daher E, de Holanda Campos H, 
da Silva B, Antônio C. Composition of kidney stone fragments obtained after extra‐
corporeal shock wave lithotripsy. Clinical Chemistry and Laboratory Medicine. 1 Mar 
2010;48(3):403‐404
[40] Salem HK. A prospective randomized study comparing shock wave lithotripsy and 
semirigid ureteroscopy for the management of proximal ureteral calculi. Urology. 31 
Dec 2009;74(6):1216‐1221
[41] Nabi G, Baldo O, Cartledge J, Cross W, Joyce AD, Lloyd SN. The impact of the Dornier 
compact delta lithotriptor on the management of primary ureteric calculi. European 
urology. 31 Oct 2003;44(4):482‐486
[42] Lam JS, Greene TD, Gupta M. Treatment of proximal ureteral calculi: Holmium: YAG 
laser ureterolithotripsy versus extracorporeal shock wave lithotripsy. The Journal of 
urology. 31 May 2002;167(5):1972‐1976
[43] Micali S, Grande M, Sighinolfi MC, Carne CD, Stefani SD, Bianchi G. Medical therapy of 
urolithiasis. Journal of Endourology. 1 Nov 2006;20(11):841‐847
[44] Schuler TD, Shahani R, Honey RJ, Pace KT. Medical expulsive therapy as an adjunct 
to improve shockwave lithotripsy outcomes: A systematic review and meta‐analysis. 
Journal of Endourology. 1 Mar 2009;23(3):387‐393
[45] Micali S, Grande M, Sighinolfi MC, De Stefani S, Bianchi G. Efficacy of expulsive therapy 
using nifedipine or tamsulosin, both associated with ketoprofene, after shock wave lith‐
otripsy of ureteral stones. Urological research. 1 Jun 2007;35(3):133‐137
[46] Zheng S, Liu LR, Yuan HC, Wei Q. Tamsulosin as adjunctive treatment after shockwave 
lithotripsy in patients with upper urinary tract stones: A systematic review and meta‐
analysis. Scandinavian Journal of Urology and Nephrology. 1 Dec 2010;44(6):425‐432
[47] Rassweiler J, Rassweiler MC, Kenngott H, Frede T, Michel MS, Alken P, Clayman R. 
The past, present and future of minimally invasive therapy in urology: A review 
and speculative outlook. Minimally Invasive Therapy & Allied Technologies. 1 Aug 
2013;22(4):200‐209
Extracorporeal Shock Wave Therapy: Non‐Urological Indications and Recent Trends
http://dx.doi.org/10.5772/intechopen.69482
119

